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Small Doses………

by

Mike Petry, MS, RPh

Clinical Pharmacist

Pain Management 

in 

Older Adults

The American Geriatric Society (AGS) first published clinical practice guidelines for the management of persistent pain in older adults in 1998.  The guidelines were updated and published again in 2002.  The latest version, “Pharmacological Management of Persistent Pain in Older Persons, an Updated Clinical Practice Guideline” was published in the August issue of the Journal of the American Geriatrics Society.  The 2009 update focuses on the use of pharmacotherapy, since this is the most common strategy for managing persistent pain in older adults.

Persistent pain can often be a part of chronic conditions that are common in older adults.  Pain can result in a multitude of negative health consequences and reduced quality of life. Although chronic pain is common in the elderly, pain should not be thought of as a normal part of aging.  Efforts to minimize and control chronic pain should be actively pursued, with the goal of maximizing the patient's function and comfort.  The 2009 AGS guidelines provide recommendations about available classes of medications for the treatment of persistent pain in patients 75 years of age and older.

For non-opioid therapy, the guidelines continue to recommend acetaminophen as the initial and ongoing treatment for persistent pain, particularly musculoskeletal pain.  New to the 2009 guidelines are recommendations that non-selective NSAIDs and COX-2 inhibitors should be used "rarely, and with extreme caution in highly selected individuals," because of the risks of these medications.

Absolute contraindications to the use of nonselective NSAIDs or COX-2 inhibitors in this population include:  current active peptic ulcer disease, chronic kidney disease, and heart failure.  Relative contraindications and cautions include:  hypertension, Helicobacter pylori infection, a history of peptic ulcer disease, and the concomitant use of corticosteroids or selective serotonin re-uptake inhibitors (SSRIs).  The guidelines recommend that a proton pump inhibitor or misoprostol be added for gastroprotection in patients receiving a non-selective NSAID or a COX-2 inhibitor plus aspirin.  In addition, patients should not concurrently use more than one non-selective NSAID or COX-2 inhibitor, and ibuprofen should be avoided by patients who use aspirin for cardioprotection.

The new guidelines note that opioids may be considered for all older patients with moderate to severe pain, pain-related functional impairments, or decreased quality of life due to pain.  Around-the-clock dosing and/or long-acting dosage forms may be used for patients with frequent or continuous pain, and should be combined with a short-acting opioid for breakthrough pain. If this class of drugs is used, the patient should be followed by a healthcare provider that is doing ongoing frequent reassessments.  The care should include attainable therapeutic goals, monitoring for adverse effects, and assurances of safe and responsible medication use.

New to the 2009 guidelines are numerous recommendations for the use of adjuvant medications (e.g., for treating neuropathic pain, or specific pain states such as headaches).  Also included is information on other drugs used for pain control (e.g., corticosteroids, topical lidocaine, capsaicin).

Roles for Pharmacists

Pharmacists will likely see older patients with persistent pain more frequently than other healthcare providers.  Pharmacists can play important roles in the ongoing monitoring of patients receiving prescription therapies for pain, including opioids, non-selective NSAIDs, and COX-2 inhibitors.  Pharmacists can also monitor for misuse and abuse of prescription medications.

Pharmacists may wish to carefully review the complete guidelines to assess whether they want to re-evaluate any of their current pain management practices or recommendations.  For example, the new guidelines recommend that all patients using NSAIDs should be carefully monitored for adverse events, including gastrointestinal and renal toxicity as well as hypertension and heart failure.  Pharmacists should consider the possibility of these adverse events when they assess for drug-drug and drug-disease interactions in any older patients using these medications.  In addition, older patients using non-prescription NSAIDs to help manage their pain should be counseled to consider using simultaneous gastroprotective medications.  The pharmacist should also share these new recommendations with other members of the healthcare team.

Several internet sites are focused on pain and pain management.  The American Pharmacists Association (APhA) website www.pharmacist.com  has a section of their website called Pain Management Partnership.  It is an information depot of articles, continuing education and patient focused literature about pain and pain management.  In addition, Purdue Pharma, L.P. maintains the website www.partnersagainstpain.com.  The website describes its purpose as “a resource that serves patients, caregivers, and healthcare professionals to help alleviate unnecessary suffering by advancing standards of pain care through education and advocacy.”

Sign and date for pharmacy nursing in-service.

Signature

Date
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How does 2009 H1N1 flu compare to seasonal flu in terms of severity and infection rates?

With seasonal flu, we know that seasons vary in terms of timing, duration and severity. Seasonal influenza can cause mild to severe illness, and at times can lead to death. Each year, in the United States, on average 36,000 people die from flu-related complications and more than 200,000 people are hospitalized from flu-related causes. Of those hospitalized, 20,000 are children younger than 5 years old. Over 90% of deaths and about 60 percent of hospitalization occur in people older than 65.

When the 2009 H1N1 outbreak was first detected in mid-April 2009, CDC began working with states to collect, compile and analyze information regarding the 2009 H1N1 flu outbreak, including the numbers of confirmed and probable cases and the ages of these people. The information analyzed by CDC supports the conclusion that 2009 H1N1 flu has caused greater disease burden in people younger than 25 years of age than older people. At this time, there are few cases and few deaths reported in people older than 64 years old, which is unusual when compared with seasonal flu.  However, pregnancy and other previously recognized high risk medical conditions from seasonal influenza appear to be associated with increased risk of complications from this 2009 H1N1. These underlying conditions include asthma, diabetes, suppressed immune systems, heart disease, kidney disease, neurocognitive and neuromuscular disorders and pregnancy.

How long can an infected person spread this virus to others?

People infected with seasonal and 2009 H1N1 flu shed virus and may be able to infect others from 1 day before getting sick to 5 to 7 days after. This can be longer in some people, especially children and people with weakened immune systems and in people infected with the new H1N1 virus.

Taking care of a sick person in your home
When providing care to a household member who is sick with influenza, the most important ways to protect yourself and others who are not sick are to:
· Keep the sick person away form other people as much as possible especially others who are at high risk for complications form influenza

· Remind the sick person to cover their coughs, and clean their hands with soap and water often. If soap and water are not available, they should use an alcohol-based hand rub, especially after coughing and/or sneezing

· Have everyone in the household clean their hands often, using soap and water (or an alcohol-based hand rub, if soap and water are not available). Children may need reminders or help keeping their hands clean.

· Ask your health care provider if household contacts of the sick person – particularly those contacts who may be pregnant or have chronic health conditions – should take antiviral medications such as oseltamivir (Tamiflu®) or zanamivir (Relenza®) to prevent the flu

· If you are in a high risk group for complications from influenza, you should attempt to avoid close contact (within 6 feet) with household members who are sick with influenza. If close contact with a sick individual is unavoidable, consider wearing a facemask or respirator, if available and tolerable. Infants should not be cared for by sick family members. 

Placement of the sick person
· Keep the sick person in a room separate from the common areas of the house. Keep the sickroom door closed.

Unless necessary for medical care or other necessities, people who are sick with an influenza-like-illness should stay home and keep away from others as much as possible, including avoiding travel, for at least 24 hours after fever is gone except to get medical care or for other necessities. Fever should be gone without the use of a fever-reducing medicine. This is to keep from making other sick. Children, especially younger children, might potentially be contagious for longer periods.

· If persons with the flu need to leave the home (i.e. medical care), they should wear a facemask, if available and tolerable, and cover their nose and mouth when coughing or sneezing.

· Have the sick person wear a facemask – if available and tolerable – if they need to be in a common area of the house near other persons.

· If possible, sick persons should use a separate bathroom. This bathroom should be cleaned daily with household disinfectant.

Protect other persons in the home
· The sick person should not have visitors other than caregivers. A phone call is safer than a visit.

· If possible, have only one adult in the home to take care of the sick person. People at increased risk or severe illness from flu should not be the designated caretaker, if possible.

· If you are in a high risk group for complications from influenza, you should attempt to avoid close contact (within 6 feet) with household members who are sick with influenza. If close contact with a sick individual is unavoidable, consider wearing a facemask or respirator, if available and tolerable. 

· Avoid having pregnant women care for the sick person. Pregnant women are at increased risk of influenza-related complications and immunity can be suppressed during pregnancy.

· Avoid having sick family members care for infants and other groups at high risk for complications of influenza

· All persons in the household should clean their hands with soap and water frequently, including after every contact with the sick person or the person’s room or bathroom.

· Use paper towels for drying hands after hand washing or dedicate cloth towels to each person in the household. For example, have different colored towels for each person.

· If soap and water are not available, persons should use an alcohol-based hand rub.

· If possible, consideration should be given to maintaining good ventilation in shared household areas (e.g., keeping windows open in restrooms, kitchen, bathroom, etc.)

· Antiviral medications can be used to prevent the flu, so check with your health care provider to see if some persons in the house should use antiviral medications.

Household cleaning, laundry, & waste disposal
· Throw away tissues and other disposable items used by the sick person in the trash. Wash your hands after touching used tissues and similar waste.

· Keep surfaces (especially bedside tables, surfaces in the bathroom, and toys) clean by wiping them down with a household disinfectant.

· Linens, eating utensils, and dishes belonging to those who are sick do not need to be cleaned separately, but importantly these items should not be shared without washing thoroughly first.
· Wash bed sheets and towels by using household laundry soap and tumble dry on hot setting. Avoid “hugging” dirty laundry prior to washing to prevent contaminating yourself. Clean your hands with soap and water right after handling the dirty laundry. 

· Eating utensils should be washed in a dishwasher or by hand in hot water with dishwashing liquid.

WHAT YOU NEED TO KNOW ABOUT SWINE FLU VACCINE
The first doses of vaccine against swine flu – officially known as H1N1 of 2009 – will start arriving at hospitals, doctors’ offices and clinics around the country this week. That’s record time for a new vaccine – only a little more than five months after scientists discovered the now-pandemic virus.

The swine flu vaccination campaign is moving from planning to implementation, as Dr. Anne Schuchat of the CDC puts it.

The H1N1 pandemic flu vaccine is made exactly the same way by the same manufacturers with the same processing, the same materials, as seasonal flu vaccine is made, which has an extraordinarily good safety record says Dr. Anthony Fauci, director of the National Institute of Allergies and Infectious Disease. He is more responsible than any other single person for the fast-track development of this new flu vaccine.
The new H1N1 vaccine has gotten more scientific scrutiny than seasonal flu vaccines do, he adds. “We don’t even do clinical trials with the seasonal flu vaccine.” Bus in this case the tests were needed so scientists and manufacturers could know how big a dose would be necessary to get a protective immune response.

At the same time, Fauci acknowledges that it’s just not possible – with any flu vaccine, and perhaps with any vaccine – to know in advance if it will cause rare side effects, such as the Guillain-Barre paralysis that a different, less purified swine flu vaccine may have touched off in 1976.

Guillain-Barre syndrome normally strikes one person in every 100,000 in the population. The National Institute of Medicine says the 1975 swine flu vaccine was associated with a Guillain-Barre rate of 2 per 100,000.

If such a rare reaction occurred once in every 100,000 vaccinated people, Fauci says, “you’d have to put millions of people on a clinical trial, and that’s not how clinical trails work.” Nor would there be enough time to do it.

The CDC is planning to watch more closely than ever for serious side effects among those who get the new vaccine, says Dr. Beth Bell of the agency. The CDC will use, among other things, its own Vaccine Adverse Events Reporting System. It will be augmented by surveillance in the military services, the Veterans Affairs system, and a new “real time” monitoring system that involves health plans covering 15% of the U.S. population.
HOW SEASONAL FLU DIFFERS FROM PANDEMIC FLU
	SEASONAL FLU
	PANDEMIC FLU

	Outbreaks follow predictable seasonal patterns; occurs annually, usually in winter, in temperate climates
	Occurs rarely (3 times in 20th century – last in 1968)

	Usually some immunity built up from previous exposure
	No previous exposure; little or no  pre-existing immunity

	Health adults usually not at risk for serious complications; the very young, elderly, and those with certain underlying health conditions at increased risk for serious complications
	Healthy people may be at increased risk for serious complications

	Health systems can usually meet public and patient needs
	Health systems may be overwhelmed

	Vaccine developed based on known flu strains and available for annual flu season
	Vaccine probably would not be available in the early stages of a pandemic

	Adequate supplies of antivirals are usually available
	Effective antivirals may be in limited supply

	Average U.S. deaths approximately 36,000/year
	Number of deaths could be quite high (e.g., U.S. 1918 death toll approximately 675,000)

	Symptoms: fever, cough, runny nose, muscle pain. Deaths often caused by complications, such as pneumonia
	Symptoms may be more severe and complications more frequent

	Generally causes modest impact on society (e.g., some school closing, encouragement of people who are sick to stay home)
	May cause major impact on society (e.g. widespread restrictions on travel, closing of schools and businesses, cancellation of large public gatherings)

	Manageable impact on domestic and world economy
	Potential for severe impact on domestic and world economy


AMERICA TAKES ON SWINE FLU
The New York Times

October 6, 2009

Confusion and Misinformation
David Ozonoff, a doctor and chronic-disease epidemiologist, is a professor of environmental health at the Boston University School of Public Health.

The difference between this year’s pandemic swine flu and seasonal flu is not the clinical behavior of the virus or its biology – so far that seems fairly typical for flu viruses. Nor is the H1N1 vaccine any less tested or more hazardous than the seasonal flu vaccine used every year. It is just a strain change, so there is no reason to expect any more or any less in the way of side effects.

But because this swine flu is pandemic strain, its epidemiology is different. Pandemic strains typically target a much younger population. The shift in risk from older age groups to younger means that critical care beds and the limited number of sophisticated mechanical ventilators needed to help victims breathe are being disproportionately need3ed by previously healthy adults and school-aged children or younger.

The numbers, thankfully, are still not large, but even a modest increase could break an already brittle system. To avoid this, everything we know about influenza indicates the most rational policy is to provide vaccination for the general population, and that’s the direction of current federal policies and recommendations.

At the same time, competent adults should be allowed to make their own decisions, even if their choices are not optimal for avoiding the risk of serious disease. And while health care workers have an ethical obligation to be vaccinated because they come in contact with people who are at higher risk for serious disease and death from flu, mandatory policies, even for them, are probably counter-productive. The greatest worry is that controversy over flu vaccine policy will be used by a vocal minority opposed to vaccination in any form to create confusion about all vaccination and lead to deaths or unnecessary disability of infants and children.

TRIVIA
Bless you or God bless you is a common English expression addressed to a person after they sneeze. The origin is unknown; however, several possibilities are given – (1) legend holds that it was believed that the heart stops when you sneeze, and the phrase “bless you” is meant to ensure the return of life or to encourage your heart to continue beating; (2) one explanation holds that the custom originally began as an actual blessing. Gregory I became Pope in 590 AD as an outbreak of the bubonic plague was reaching Rome. In hopes of fighting off the disease, he ordered unending prayer and parades of chanters through the streets. At the time, sneezing was thought to be an early symptom of the plague. The blessing, God Bless You, became a common effort to halt the disease; (3) a variant of the Pope Gregory I story places it with Pope Gregory VII, then tells the common story of Ring Around the Rosey being connected to the same plague; (4) another version says that people used to believe that your soul can be thrown from your body when you sneeze and that sneezing otherwise opened your body to invasion by the devil or evil spirits, or that sneezing was your body’s effort to force out an invading evil spirit. Thus, “bless you” or “God bless you” is used as a sort of shield against evil; (5) another belief is that people used to see sneezing as a sign that God would answer your prayers or an omen of good fortune or good luck; (6) Tibetan Buddhists believe a sneeze (like meditation, falling asleep, preparing to die) can provide a moment of “clear consciousness,” when people are opened to greater understanding.
CURRENT WHO PHASE OF PANDEMIC ALERT
In the 2009 revision of the phase descriptions, WHO has retained the use of a six-phased approach for easy incorporation of new recommendations and approaches into existing national preparedness and response plans. The grouping and description of pandemic phases have been revised to make them easier to understand, more precise, and based upon observable phenomena. Phases 1-2 correlate with preparedness, including capacity development and response planning activities, while Phases 4-06 clearly signal the need for response and mitigation efforts. Furthermore, periods after the first pandemic wave are elaborated to facilitate post pandemic recovery activities.

The current WHO phase of pandemic alert is 6.
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In nature, influenza viruses circulate continuously among animals, especially birds. Even though such viruses might theoretically develop into pandemic viruses, in Phase 1 no viruses circulating among animals have been reported to cause infections in humans. 

In Phase 2 an animal influenza virus circulating among domesticated or wild animals is known to have caused infection in humans, and is therefore considered a potential pandemic threat. 

In Phase 3, an animal or human-animal influenza reassortant virus has caused sporadic cases or small clusters of disease in people, but has not resulted in human-to-human transmission sufficient to sustain community-level outbreaks. Limited human-to-human transmission may occur under some circumstances, for example, when there is close contact between an infected person and an unprotected caregiver. However, limited transmission under such restricted circumstances does not indicate that the virus has gained the level of transmissibility among humans necessary to cause a pandemic.

Phase 4 is characterized by verified human-to-human transmission of an animal or human-animal influenza reassortant virus able to cause “community-level outbreaks.” The ability to cause sustained disease outbreaks in a community marks a significant upwards shift in the risk for a pandemic. Any country that suspects or has verified such an event should urgently consult with WHO so that the situation can be jointly assessed and a decision made by the affected country if implementation of a rapid pandemic containment operation is warranted. Phase 4 indicates a significant increase in risk of a pandemic but does not necessarily mean that a pandemic is a forgone conclusion. 

Phase 5 is characterized by human-to-human spread of the virus into at least two countries in one WHO region. While most countries will not be affected at this stage, the declaration of Phase 5 is a strong signal that a pandemic is imminent and that the time to finalize the organization, communication, and implementation of the planned mitigation measures is short. 

Phase 6, the pandemic phase, is characterized by community level outbreaks in at least one other country in a different WHO region in addition to the criteria defined in Phase 5. Designation of this phase will indicate that a global pandemic is under way.

During the post-peak period, pandemic disease levels in most countries with adequate surveillance will have dropped below peak observed levels. The post-peak period signifies that pandemic activity appears to be decreasing; however, it is uncertain if additional waves will occur and countries will need to be prepared for a second wave. 

Previous pandemics have been characterized by waves of activity spread over months. Once the level of disease activity drops, a critical communications task will be to balance this information with the possibility of another wave. Pandemic waves can be separated by months and an immediate “at-ease” signal may be premature. 

In the post-pandemic period, influenza disease activity will have returned to levels normally seen for seasonal influenza. It is expected that the pandemic virus will behave as a seasonal influenza A virus. At this stage, it is important to maintain surveillance and update pandemic preparedness and response plans accordingly. An intensive phase of recovery and evaluation may be required. 
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